ates of mortality and readmission, both within 30 days of an admission with an acute myocardial infarction (AMI), are key measures of hospital performance. A recent report demonstrated that Veterans Administration (VA) hospitals had lower AMI mortality but higher readmission rates at 30 days compared with Medicare fee for service hospitals from 2010 to 2013.
provide estimates and 95% highest density credible intervals (CI) for each hospital-specific RSMR and RSRR while accounting for varying sample sizes across hospitals. These methods also account for the multiple comparisons involved in comparing many hospitals with the system average mortality or readmission rate. 3 The protocol was granted exemption by the Colorado Multiple Institutional Review Board.
A total of 16 024 patients with an AMI admission to 1 of the 106 VA hospitals between January 1, 2011, and February 28, 2014, were included in the analysis. Median age was 67 years (25th percentile, 61; 75th percentile, 78), and most patients were men (97.9%). Cardiovascular comorbidities included a history of MI (15.5%), coronary artery bypass grafting (17.7%), diabetes mellitus (24.7%), and hypertension (75.8%). In unadjusted analysis, a total of 8.1% of patients died within 30 days of admission, decreasing from 9.0% in 2011 to 7.8% in 2014. A total of 16.9% of patients were readmitted within 30 days of discharge, increasing from 16.3% in 2011 to 17.8% in 2014.
In adjusted analyses, 2 hospitals had significantly lower mortality rates (ie, 30-day event rates per 100 patients expressed as a percentage) during the 3-year period compared with the unadjusted system average of 8.1%: RSMR, 6.3% (95% CI, 4.5%-8.0%) and 6.4% (95% CI, 5.1%-7.8%), while all other hospitals had RSMRs with CIs that included the overall unadjusted system average ( Figure [A] ). There was an absolute difference of 2.6% in RSMRs for hospitals between the 5th and 95th percentiles. RSMR decreased significantly from 8.3% to 6.9% during the study period, with an average relative decrease of 5.5% per year (95% CI, 0.20%-10.7%; Figure In a sensitivity analysis using a logit model and only patients aged ≥65 years, no outlier hospitals were identified with regard to either RSMR or RSRR. There was an absolute difference of 3.0% in RSMRs and of 2.4% in RSRRs for hospitals between the 5th and 95th percentiles. Observed risk-standardized mortality and readmission rates expressed as event rates per 100 patients (%) and 95% credibility intervals are reported. In (A) and (B), the dotted line corresponds to the overall unadjusted rate. In (C), the dotted lines correspond to unadjusted risks during the first quarter.
COMMENT
The objective of this study was to characterize contemporary facility-level and temporal variation in 30-day RSMRs and 30-day RSRRs within the VA from 2011 to early 2014. We found that there was less variation in mortality and readmission rates after AMI in the VA compared with studies of non-VA hospitals based on a comparison of the absolute differences between the 5th and 95th percentiles for risk-standardized rates among patients aged ≥65 years (5.2% and 3.9% at non-VA hospitals for RSMR and RSRR, respectively). 4 This finding may indicate that care standards are applied relatively consistently across the VA healthcare system. Although rates were largely comparable across hospitals, some high-performing hospitals were identified in the primary analysis. High-functioning facilities may use unique processes of care or efficiently implement known best practices, dissemination of which may yield important improvements in quality of care and outcomes. 5 Future quality improvement efforts should focus on identifying elements of high performance for purposes of broader dissemination and implementation.
The current analysis also indicates sustained improvement in mortality rates compared with a decade ago 6 and aligns with national trends. 7 Reasons underlying improvement in mortality over time may be several. It may reflect a change in the epidemiology of AMI, with a decrease in the incidence of ST-segment-elevation MI. 7 Alternatively, lower rates of death may have been achieved with the adoption of strategies designed to lower mortality through improved prehospital, hospital, transitional, and postacute care. To continue to improve post-MI survival rates, studies identifying gaps in post-MI quality of care and corresponding efforts to close them are warranted.
The lack of improvement in readmission rates 30 days after an index admission in the current analysis contrasts with previously observed national trends. 8 Potential explanations include patient population characteristics considerably divergent from the general population as well as varying incentive structures. Specifically, veterans carry a higher burden of comorbid illness compared with the general population and thus may be more prone to readmission. In addition, the VA has been insulated from financial penalties for readmissions established by the Hospital Readmissions Reduction Program and which have been associated with a reduction in readmission rates. 9 Recent data show that simultaneous reduction in mortality and readmissions after an AMI is possible. 10 Accordingly, the VA among other healthcare systems should consider further studies to identify and address potential gaps in AMI quality of care.
The current analysis profiled contemporary VA hospital performance after AMI during a recent 3-year period in the largest integrated healthcare system in the United States. Facility-level variations in mortality and readmission were low, though the presence of some positive outliers with regard to mortality may indicate an opportunity for future improvement in outcomes at other facilities. Mortality has improved over time, which may reflect a change in the type of AMI that veterans experience or in underlying processes of care. By contrast, readmission rates have not changed, which may represent an important opportunity for improvement. These findings inform ongoing and future efforts to identify elements of hospital performance, enhance quality of care, and improve patient outcomes after AMI.
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